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both are negative, we are confident that there is no severe ather-
omatous disease of the ascending aorta. Yes, although there is low
probability that TEE alone may miss some disease, our combined
evaluation, especially with the capability of the newer multiplane
TEE probes, decreases the chance that we will miss significant
lesions in the ascending aorta. Regarding specific interventions
used in either group to minimize the risk of atheroembolism, in the
absence of ascending aortic disease, we perform the proximal
anastomoses before CPB and the distal anastomoses during a
single crossclamp. However, when there is concern of atheroma-
tous disease in the ascending aorta and CPB is used, epiaortic
scanning is performed for disease localization, and the proximals
and distals are created during the single aortic crossclamp. Cur-
rently, if we identify severe ascending atheromatous aortic disease,
we apply a no-touch technique to the aorta with the OPCAB
technique. This can be accomplished with in situ arterial grafts
serving as inflow for secondary bypass grafts. Again, I stress that
the majority of patients in this report had severe atheromatous
disease limited to the transverse arch. The implication from this
study is that when CPB is used, embolic material originates from
the arch and maneuvers to avoid ascending aortic disease will not
have any impact in these patients.
Regarding other variables relating to the surgical techniques
that were not included in the analysis (disregarding that the only
predictor by multivariate analysis was CPB-CABG as a predictor
for stroke), we entered all the parameters in our multivariate
analysis, and the only one found to be significant was CPB-CABG.
Regarding obstructive carotid disease and atrial fibrillation, we did
match patients on the presence of obstructive carotid disease;
however, we did not match for preoperative atrial fibrillation.
Cerebrovascular disease includes previous stroke or significant
cerebrovascular disease.
With regard to arterial perfusion pressure, we routinely main-
tain a perfusion pressure of approximately 70 mm Hg during
bypass, and we consider this extremely important in chronically
hypertensive patients.
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